Abstract Unintended pregnancy is a health problem that is particularly important in the practice of public health nurses (PHNs). Data from 844 PHNs showed that they were likely to practice in settings that incorporate family planning services and were knowledgeable about specific family planning methods. They favored family planning services and an expanded supportive government role in both family planning and abortion. Since PHNs are an important resource for the community activism required to build the consensus needed to expand these services, a multiple-regression analysis was performed to determine predictors of activism. Political participation was the major predictor for activism on both family planning and abortion.
Although effective contraception and related services are widely available to the 54. I million women of childbearing age in the United States, each year there are approximately 3.3 million unintended pregnancies, about one-half of the total (Forrest, 1987) . Since public health nurses (PHNs) are a major resource whose professional roles include needs identification, program planning, and intervention at both individual and community levels, their involvement in local family planning program activities constitutes an important resource for dealing with the problem of unintended pregnancies.
In the late 1960s and 1970s, when government funding for local public health family planning programs was new, PHNs who were younger, not Catholic, or did not attend church regularly were more knowledgeable than other PHNs and had more favorable attitudes toward family planning (Baluk & O'Neill, 1980; Darity & Thibaux, 1969; Fischer, 1979; Hertel, Hendershot, & Grimm, 1974; Howard, Lawrence, & Rasile, 1972; Leif & Payne, 1975; Payne, 1976; Shea et al., 1973; Werley et al., 1973) . In studies comparing nurses with other professionals (Baluk & O'Neill, 1980; Darity & Thibaux, 1969; Hertel et al., 1974; Leif & Payne, 1975; Werley et al., 1973) , nurses were less supportive of family planning, but the differences may have been due to the different composition of the nurse and other sample groups. For instance, Werley and Ager (1975) found that nurses had less favorable attitudes about family planning than did physicians and social workers, but these differences were largely accounted for by religion, frequency of church attendance, and race. Hertel et al. (1974) did not try to explain why the nurses they studied expressed less support for abortion than did social workers, but their findings that attitudes differed according to denominational traditionalism and frequency of church attendance are consistent with the possibility that the groups may have differed in these characteristics. For some time, measures of religious identification have been less powerful predictors of reproductive behaviors (Westoff & Bumpass, 1973) , and it could be expected that public health nurses have been affected by the social diffusion that has occurred in the rest of society.
Today, two-thirds to three-fourths of reproductiveaged women have favorable opinions about the most effective contraceptive methods (Forrest & Fordyce, 1988) , there is widespread support for publicly funded family planning services (Rosoff, 1988) , and the majority of Americans favor protecting a woman's right to choose abortion, although the strength of that support depends on the wording of the survey question and the reasons for the abortion (Anonymous, 1989) .
These and other social changes, plus the small samples of earlier studies, made it useful to describe PHNs' current knowledge, attitudes. Because of PHNs key community roles, it is also important to document their involvement in family planning activities, and to investigate factors related to their active involvement with family planning as a public policy issue.
The general literature on mobilization for policy activism shows that typically a small group is actively mobilized on policy or political issues (Almond & Verba, 1963) . Many studies have found that the more educated, the more affluent, the middle-aged, and those who belong to civic interest organizations tend to be most actively involved (Baxter, 1977; Milbrath & Goel, 1977; Verba & Nie, 1972) . Attitudes and familiarity with issues as problems have also been shown to be related to activism (Baxter & Lansing, 1980; Klein, 1984; McCourt, 1977) . Hanley (1983) showed that many of these same variables contribute to explaining nurses' degree of political involvement. Therefore, this study was designed to describe current knowledge and attitudes about family planning in a large, nationally diverse sample of public health nurses; and to examine whether demographic and professional characteristics, attitudes, familiarity with the topic through knowledge or service delivery involvement, political participation, or advocacy on other social issues would be related to advocacy for family planning as a policy issue.
METHODS

Measures
The questionnaire on nurses' involvement in reproductive health (NIRH) was developed from the StorfjellCruise model of public health nursing (Storfjell & Cruise, 1984) . This model recognizes that there are both individual and community, or aggregate, aspects of PHN practice. Therefore, the study of knowledge, attitudes, and involvement required variables to measure relevant aspects of both aspects of each of these three general topic areas.
To ensure content-valid scales, items for 11 scales were derived from previous work by Archer (19831, Hanley (1987) , and Werley and Ager (1973, and from Gallup and Harris polls. No preexisting scale existed for knowledge about individual care and community assessment aspects of PHN practice for family planning or abortion. Therefore, items measuring both types of knowledge were developed, based on Hatcher et al.
(1989, and submitted to a panel of 10 expert judges who sorted them into two separate scales. Items on which there was complete agreement on scale assignment, appropriateness for the scope of nursing practice, and the correct answer among four multiple-choice options were retained and assigned to scoring on their respective scales.
In all, the NIRH included 12 scales plus single-item measures of demographic characteristics and political activism on family planning and abortion. Descriptive information about the 12 scales is organized in Table 1 according to whether the scales pertain to individual or aggregate care. Demographic information gathered dealt with age, sex, marital status, race/ethnicity, parity, residence, education, religion, and frequency of attendance at religious services.
Procedure
A prepilot was conducted to study readability, appropriateness, and content validity, with 25 nurse-practitioners in a health maintenance organization (HMO) in one of the western states. Nurse-practitioners were chosen because of an expected likelihood of special interest and activism on the key variables. As a result of the prepilot, confusing wording was improved and items were revised as necessary. A pilot study was then done of 100 nurse-practitioners who were members of that western state's Nurse Practitioner Association (minus those who had participated in the prepilot), and 100 other nurses from the same HMO.
For the final study, each person whose name came from a state list was sent a questionnaire with it letter from the investigator in (or near) that state. Permission of the appropriate statewide nursing group had been obtained in advance, and this fact was mentioned in the letters. In addition, there was a standard cover letter from the principal investigator (PI). For the national organization sample, the PI'S letter was the only cover letter. Questionnaires were returned to the University of North Carolina at Chapel Hill, where data entry and analysis were conducted. A postcard follow-up to those Likert Likert who had not responded was sent approximately four weeks after the first questionnaire, and a second questionnaire was sent to those who had not responded by the eighth week.
Sample
Self-administered questionnaires were mailed to a total of 1900 public health nurses. Two hundred were randomly selected from health department or community health nursing lists in each of five states (two in the northwest, and one each in the southeast, south central, north central regions). Lists were obtained from state officials in government, nursing administrators' groups, or the state nurses' association. All lists were all inclusive. In addition, 900 nurses belonging to a national PHN professional association were sent questionnaires. The state sample was intended to provide information primarily from staff nurses; the national sample was intended to provide information from a cohort that included more public health administrators and educators.
A total of 844 completed, usable questionnaires were included in the analysis (395 from the five state samples and 449 from the national organization sample); 55 returned questionnaires were not included because the respondents refused to provide answers, indicated that they could not answer the questions, or were not practicing nursing. Seven questionnaires were returned after data analysis was completed. Thus, the total response rate was 47.6%, although the questionnaires used in the analysis reported here represented 45% of the total population sampled. This response rate is comparable to expectations for return of mailed questionnaires (Kerlinger, 1975) . ' More than half (58%) of the respondents were 30 years of age or older; 85% were or had been married; 73% had at least one child; 45% lived in a town with fewer than 50,000 residents, and 36% lived in cities of more than 100,000. Eighty-four percent were white; 99% were women. Seventeen percent reported that their highest educational preparation was a diploma or associate degree; 37% had a baccalaureate, 29% a master's degree, and 8% a doctoral degree. In the modal group, 55% were Protestant, 26% were Catholic, 8% were affiliated with other religious groups, and the remaining 11% stated that they identified with no religion. Eightythree percent attended church at least once a month.
Sixty-one percent practiced in health departments and worked with adult men and women in their reproductive years.
RESULTS
Of the 29 knowledge items (14 dealing with clinical care of individuals, 15 with community assessment), 17 were answered correctly, as designated by Hatcher et al. (1985) and confirmed by the panel of experts, by a majority of the respondents. The mean number of correct items was 8.0 on the individual scale and 7.4 on the community scale. Questions about birth control techniques and methods were more likely to be correctly answered than were items on specific individual care or community assessment. Attitudes about client care and about the government role in birth control services were measured with two separate seven-point scales that ranged from 1, strongly disagree, to 7, strongly agree. The mean scores were 6.2 and 5.3, respectively. The majority of respondents were supportive of family planning care for individuals and favored a positive government role.
Involvement with family planning was measured in two ways: providing services themselves, and involvement with pro-choice and pro-life organizations. Data not presented in the tables indicated that a large majority of the respondents worked in settings where contraceptive clinical services (73%) or sexually transmitted disease (STD) treatment (86%) were offered, but few worked in settings where abortion was performed (0.8%4%, depending on the trimester). However, abortion counseling, including options to abortion, was offered in the work settings of 69% of the respondents. Most said they made referrals for contraception (78%) and STD treatment (74%), and almost as many (70%) provided contraceptive education and counseling. Only 22% actually provided contraceptive clinical services, and virtually no respondent was involved directly in providing abortion services. Most of the major prochoice and pro-life organizations were known to the majority of respondents, but active participation or support was relatively limited (Table 2) .
Since research on other topics suggests that activism is related to a general tendency toward mobilization, it was important to examine the level of political participation and activism on related social topics. The majority of PHNs surveyed said they voted in local, state, and national elections (Table 3 ). More than half had signed issue petitions, and almost half had engaged in political discussions. At least one-third had contributed money to a party or a candidate, protested vigorously against government action they felt was wrong, or worked with others on community problems, but only about I in 10 had actively worked in the political process. Data not presented in the tables indicate that activism on specific issues varied. For example, 53% were active on behalf of child welfare, 40% were involved in women's rights, and 39% in environmental protection. Fewer were involved in civil rights (30%), limiting population growth (23%), and disarmament (21%). Finally, respondents were asked about their activities in support of both family planning and abortion as policy issues. As shown in Table 4 , about one-half had been involved in some activity. Seventeen percent indicated that they had voted for candidates for public office primarily because of their stand on family planning, and slightly more had taken the same action primarily because of candidates' stand on abortion.
The ultimate interest of this study was in discovering predictors of active policy involvement on family planning and abortion. Respondents who had lobbied, written letters, urged others to write or lobby, or voted for candidates based on their stand on these issues were differentiated from those who had actually done none of these actions by creating a dummy variable. Those who were active in one of the four ways were placed in one group, and all the others in the other group. The stepwise multiple-regression results are presented separately for activism about family planning and about abortion in Table 5 . For each, the independent variables 
DISCUSSION
The results of this study show that personal involvement in delivering, administering, or at least working in agencies that offer family planning services is widespread among the PHNs studied. The majority favor both individual family planning care and government participation in funding and providing such care. The overwhelming contribution of political participation to the overall predictive power of the sets of variables considered in this study suggests that policy activism on the two issues are elements of a larger tendency toward political activism. The results underscore that neither concern is isolated, out of the political mainstream. Of the variables measured, political participation in general was the best single predictor of policy activism on both family planning and abortion.
This study focused on individual policy-related action by community health nurses. The next step in effective program building, as the Storfjell-Cruise model suggests, is to develop plans to meet community needs. Public health nurses' readiness and experience can be used to help assess both individual and community needs for family planning programs and services. For instance, many adolescents and poor or near-poor women are still in need of clinical services. Some com- 
